The ages of the patients at the time of surgery ranged between 4 and 30 years (table 1) , and their weights varied from 10 to 54 kg. The primary clinical features and complications occurring prior to surgery are outlined in figure 1. Sixteen per cent of the patients were acyanotic, 6% were in congestive failure at the time of surgery, anoxic spells were present in 19% and 3% had previous brain abscesses. Previous shunt surgery had been carried out in 20%.
The ages of the patients at the time of surgery ranged between 4 and 30 years (table 1) , and their weights varied from 10 to 54 kg. The primary clinical features and complications occurring prior to surgery are outlined in figure 1 . Sixteen per cent of the patients were acyanotic, 6% were in congestive failure at the time of surgery, anoxic spells were present in 19% and 3% had previous brain abscesses. Previous shunt surgery had been carried out in 20%.
Preoperative cardiac catheterization and right ventricular cineangiography were carried out in every case and confirmed the clinical diagnosis. Preoperative oxygen saturation ranged between 42 per cent and 95 per cent (mean 76.7 + 12.9 SD).
In recent years a left ventricular injection has also been made in order to demonstrate aortic mitral valve continuity. Cine aortography in four subjects showed evidence of mild aortic regurgitation. In two cases, selective injection of the appropriate subelavian artery was carried out to document patency of the anastomosis where serious doubts existed preoperatively.
Method of Intracardiac Repair
The technique used was uniform. Cardiopulmonary bypass was accomplished using moderate total body hypothermia with the disc oxygenator. The right ventricular chamber was exposed by a para-coronary ventriculotomy and the exposure was facilitated by intermittent crossclamping of the aorta for 10 to 15 min. In those cases where a functioning shunt was present, it was repaired soon after institution of cardiopulmonary bypass; no difficulty was encountered during shunt closure in any case. Pulmonary valvotomy was accomplished in most instances through a pulmonary arteriotomy. An outflow gusset utilizing pericardium was necessary in 30 cases. The septal defect was closed with a woven teflon patch in each instance. In 8 cases, a patent foramen ovale was encountered and closed through a right atriotomy in 5 and through the tricuspid valve in 3. A patent ductus arteriosus present in 3 cases was closed by direct suture through the opened pulmonary artery.
Operative Findings
Of the cyanotic group of 84 patients, 20 had infundibular obstruction alone; 44 had infundibular and valvular obstruction; 18 had a fibrotic annulus in addition; and 2 showed infundibular obstruction with valvar atresia (table 2). In the acyanotic group of 16 patients, 8 had infundibular obstruction alone while the remaining subjects had both infundibular and valvar obstruction. Of the 20 patients who had undergone previous shunt surgery, the shunts were patent in 18. Four of these were Waterston shunts and 14 were Blalock-Taussig anastomoses.
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Comments This paper presents a review of the first one hundred cases of intracardiae repair of tetralogy of Fallot carried out in this center during a six year period between January 1967 and December 1972. The operative mortality in this series was 12 per cent. Kirklin and his associates' quoted an early operative mortality of 15 per cent which after further experience was reduced to 7 per cent. Ikeda and Hirosawa9 reported a mortality of 19 per cent whereas Zerbini'0 mentioned a figure of 13.2 per cent.
Low cardiac output syndrome continues to be the commonest cause of death following total surgical correction. Four of the 12 deaths were the result of this factor. There appeared to be no significant correlation between polycythemia and operative mortality. Table  4 , which correlates polycythemia and operative mortality, reinforces the fact that out of the 100 patients, 52 patients had a hemoglobin of over 18 g % (range 18-28) with a mortality of only 13 per cent. This contrasts very strikingly with a small number of 14 patients with a hemoglobin of over 18 g % who underwent complete repair in the previous series, in which the mortality was 14 per cent. Increasing experience with regard to complete repair in the recent past has encouraged us to carry out this procedure irrespective of the degree of polycythemia.
Permanent heart block occurred in only two subjects one of whom died two and a half months after repair. In the present series where the average period of follow-up was one year, 89 per cent had excellent results as assessed by the criteria of Baker and Hancock.8 Long term functional assessment of these patients will be necessary to see if this degree of improvement will be maintained. Kirklin,' in his much larger series, has quoted 93 per cent excellent results among the survivors during the period of follow-up. Figure 2 Photograph illustrating follow-up data in 82 survivors, 80 of whom were assessed in the institution while the remaining two were followed by the referring physician. There were 15 patients who showed evidence of pulmonary regurgitation, in 12 of whom it was con- 
